SUMMARY Coronary artery spasm has been recognised recently as a possible cause of perioperative myocardial ischaemia after coronary artery bypass grafting. We report on one case and review the published reports. We emphasise the clinical picture of the patient who is liable to have spasm and the necessity for a prompt diagnosis and correct treatment. (Fig. la) and all branches of the left coronary artery appeared diffusely narrowed. The vein graft was patent despite a very poor run-off (Fig.  lb) . Glyceryl trinitrate, 1 mg, was then administered into each coronary artery and into the graft; subsequent injections of contrast medium demonstrated the return of each vessel to its previous size, while left anterior descending artery graft appeared satisfactory (Fig. 2) .
The incidence of perioperative myocardial infarction after coronary artery surgery has shown a progressive fall over the years. [1] [2] [3] Cold cardioplegia is the single most important reason for this, but it cannot deal with every possible mechanism of perioperative myocardial ischaemia. Coronary artery spasm may indeed constitute such a mechanism,46 and its occurrence in a case in our department prompted this report.
Case history
A 42 year old man complained of exertional angina with decreasing threshold over the past six months; on occasion, chest pain occurred at rest. Angiography showed isolated, severe, proximal stenosis of the left anterior descending coronary artery, which persisted unchanged after 0*3 mg glyceryl trinitrate sublingually.
The patient was discharged on oral nifedipine and isosorbide dinitrate, 60 After catheterisation, nitrates were continued at a total daily dose of 306 mg (through combined sublingual, intravenous, and percutaneous routes) which was halved after one week. There were no further episodes of angina.
Six weeks after operation the patient was readmitted for elective stress testing, dynamic electrocardiography, and repeat angiography. All 4 recently provided angiographic proof of this hypothesis in one case, and reported five more cases with less direct, yet highly suggestive, evidence of the same phenomenon.
Although perioperative "functional" obstruction of the coronary arteries may occur in any vessel, it has been more frequently seen in patients with normal right coronary arteries, which have not been bypassed.4512 Patency of the right coronary artery thus seems to be a factor in this condition, as does a history of angina at rest.46 The relations with variant angina are certainly intriguing, but have not been completely elucidated. Recent reports on this subject, however, do not substantiate the hypothesis of a significantly increased risk of perioperative spasm in patients with this syndrome. [13] [14] [15] All six patients reported by Buxton et al.4 presented with sudden hypotension and arrhythmias within two hours of termination of cardiopulmonary bypass; two other reports describe a similar sequence of events6 12 which was also seen in three additional patients in our unit in whom no angiographic proof of the coronary spasm was obtained. This mode of presentation, when associated with significant ST segment elevation, may be regarded as typical of acute postoperative coronary spasm, and particularly so when the preoperative angiograms showed that the involved vessel was not diseased. The 
